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>1000 locations serving >45,000 patients daily



MyHealth Patient Population



MyHealth Strategy

ÅProvide Infrastructure for:
ïImproving Health

ïReducing costs

ïSupporting transitions to Value-based payment 
models (and any other models)

ïCommunity Data Ecosystem including all social 
determinants

ÅCollaborate and partner extensively
ïReduce provider/services burden

ïReduce health IT costs to providers/services and State
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Critical Voices In Governance

Those who 
pay for care & 

services

Those who 
deliver care 
& services

Those who 
receive care 
& services



Health Systems , 6

Regional Health 
Systems, 3

Clinicians, 2Community, FQHC's, 
Safety nets, schools, 2

Private payers, 2

Universities, 2

Tribal organizations, 2

Patients, 1

Public Health, 1

Employers / Funders, 
1

Rural Hospitals, 1

First Responder / 
Optometry, 1

ClotureControl :
6 seats can stop a vote

10 years of Public-Private (501c3) Partnership:
MyHealth Board is healthcare in Oklahoma

7



±.taΩǎΥ Critical Success Factors for 
Indiviudals, Providers and Payers

1. Multi -payer model if possible
2. Correct data scope: Person-centric and community-

wide
3. Point of care access to data
4. Clear understanding of attribution and risk 

stratification
5. Active alerting and panel monitoring
6. Community-wide Ŝ/vaΩǎand care gaps
7. Understanding Costs and Utilization
8. Managing care transitions and closing loops
9. Detect and address social needs



Å68 practices, 265 docs

ÅOK Payers require 
MyHealth Participation

Å>30 hospitals affiliated

ÅFour payers (BCBS, CCOK, 
Medicaid, Medicare)

Å>90% of covered lives

ÅShared savings Y3-4

Comprehensive 
tǊƛƳŀǊȅ /ŀǊŜ ά/ƭŀǎǎƛŎέ

$100M in Care 
Management 
and Practice 
Transformation 
fees to PCPs



CMS Experience CPC:
56-60 practices, ~50,000 Medicare pts

Oklahoma CMS SharedSavings

Year Gross 
Savings

% Gross 
Savings

Net 
Savings

Net Savings 
Percentage

Dollarsshared with 
practices

2013 ~$30 M 7% ~$21 M 5% 1st year no payments

2014 ~$20M 4.7% ~$11 M 2.4% $900,000

2015 $33M 7.1% $25 M 5.4% $10,800,000

2016 $26 M 5.7% $18 M 4.0% $9,127,320

Totals ~$110 M 6.1% ~$65M ~5% $21,827,320

+ $56M in Care Management Payments over 4 years

Quality Measures: Exceeded Benchmarks for all three measures
Å All Cause Readmissions: Highest Benchmark
Å CHF Admissions: First Benchmark
Å COPD Admissions: First Benchmark

95% of all CPC Shared Savings 
realized in the Oklahoma Region
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Claims Data
Claimed diagnoses, procedures, medications
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70%of attributed patients 
in MyHealth have records 
in 2 or more systems

Corroboration:
Average PCP must coordinate care with 
225 other providers in 117 other 
organizations

Pham, HH, NEJM2007; 356: 1130-1139

70% UNKNOWN
30% 

KNOWN

Number of EHR Sources each patient has
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OƪƭŀƘƻƳŀΩǎ tŀǘƛŜƴǘ 5ŀǘŀ 
Fragmentation quantified



Diabetes patients with records 
elsewhere

Number of Healthcare Provider Organizations

86% of all diabetes 

patients have data in 2 or 
more other provider 
organizations



Data 
fragmentation 
by EHR Vendor

69% UNKNOWN
31% 

KNOWN
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Pre-Doc2Doc Care Transition Management

Consultant

Interview, 
Examine

Primary Care 
Provider

Specialist Clerk

PCP Clerk

Referral 
initiated

Schedule 
Patient?

Å Understaffed

Å No written procedures in place

Å No quality monitoring or backup 
procedures

Å Initial contact: 4-60 days

Å 50 to 3,000 referrals behind

Å Many simply dropped



ALL Observed Transitions Between Visit Request Statuses

Draft
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Info 
from 

S.Prov

Complet
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e -S.Prov
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by 
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R.Prov 

Notify Pt
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by 
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Sch'd, Pt 
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Pt to 
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d; W on 

Sch; 

S.Prov 
Notify Pt

Cncl'd 
by 

S.Prov

Cnc'd by 
Pt

Cons. 
Pending

Accepte
d; W on 

Sch; 

R.Prov 
Notify Pt

Req to 
R.Prov; 
No Ans 

Req'd

W on 
Ins. 

Auth.

Cncl'd

Symbol Interpretations
Å Arrows represent transition from one referral status to another
Å Arrow thickness  is proportional to # of transitions
Å Status color represents relative length of time consults remain in each status (compared to 

others in this subset):  red = longest; green = shortest
Å Status states are abbreviated



Specialist 
Physician

Interview, 
Examine

Doc2Doc Care Transitions Process 

Primary Care 
Provider

Specialist Clerk

PCP Clerk

Referral 
initiated

Schedule 
Patient

Å All communications electronic and logged

Å Status of referral events clear to all involved 
parties

Å No faxes, no printing: All records sent 
electronically to receiving provider

Å Sending providers given the software, 
trained in 0.5 days

Å Enables sending and receiving provider to 
meet meaningful use for care coordination, 
with or without an HIE


